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The impact of professionalism on safe surgical care
Anthony D. Whittemore, MD, Boston, MassFor the past 7 years, I have served as the chief medical
officer (CMO) and senior vice president for clinical affairs at
the Brigham and Women’s Hospital in Boston. The hospi-
tal provides 750 beds, and each year discharges 56,000
patients, including 9,000 new little souls, and performs
31,000 surgical procedures. There are 13,000 employees,
including 3100 nurses and 5500 members of the medical
staff. Among the physician component, there are 2200
active attendings, 1500 trainees (850 in 36 accredited
Accreditation Council for Graduate Medical Education
[ACGME] programs), and 1600 investigators engaged in
primary research endeavors with $400 million from federal
and sponsored sources. The quality “bottom bottom” line
is our 1.7% hospital mortality, which benchmarks against
the University Healthcare Consortium’s observed-to-
expected ratio at 0.74.
It is an extraordinary privilege to help facilitate the
mission of the institution and the objectives of its depart-
ment chairs and their dedicated staff. However extraordi-
nary, this privilege is fraught with equally extraordinary
challenges, prime among them the assurance of sustainable,
safe, and yet cost-effective patient care in the context of
increasing volume and acuity. Craig Donaldson, our pres-
ident, friend, and colleague for three decades, asked me to
deliver a provocative lecture drawing on this experience. I’ll
try not to disappoint.
Much has been made of patient safety of late, not that
we haven’t been promoting safe care for the entirety of our
professional lives. After all, the American Board of Surgery,
charged with certifying “the education, training and
knowledge of surgeons,” was created in 1937 through the
efforts of the American Surgical Association. President
Archibald’s address in 1935 underscored that “Fellowship
in the American College of Surgeons did not assure suffi-
cient mastery of both the art and science of surgery.”1 His
address prompted subsequent deliberations within a com-
mittee chaired by Evarts Graham, who in his own presiden-
tial address, declared to the membership “. . . steps were
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would certify competent surgeons.”2 We as surgeons have
been leaders in the safe conduct of patient care and we need
to set the bar once again.
Prominent among recent studies that have provoked
heightened awareness and renewed initiatives with regard
to patient safety is the Institute of Medicine report of 1999,
“To Err Is Human.”3 One might argue that the two prior
studies that informed the report were flawed by design and
outdated with numbers that are now hyperbolic with re-
spect to progress made during the interim. Yet medical
errors are real, occur frequently, and a single serious error is
one too many.
Although our hospital mortality may be 1.7% and
seems at face value to be acceptable, this figure represents
935 deaths each year. The vast majority result from the
natural history of the underlying disease process, but some
small number indeed result from medical errors and an
occasional death remains entirely unexplained. These errors
most commonly result from the ordering, dispensing, and
administration of medications, yet there are a multitude of
additional sources enabled by several contributing factors,
one of which is unprofessional conduct.
Not an insignificant part of my charge is the manage-
ment of errant physician behavior, which is only occasion-
ally the expression of a major mental disorder or substance
abuse. Far more often, these instances derive from unpro-
fessional abusive conduct, which although less pathologic
proves equally disruptive. Yet this behavior is frequently
tolerated and even rewarded! I’d like to spend a moment
describing the rationale underlying an effort we have im-
plemented to address this issue in the name of ensuring safe
patient care in the context of a comfortable work environ-
ment, free from inappropriate and unprofessional behavior.
But first, do we really have a problem?
The American Association of Critical Care Nurses in
concert with VitalSmarts, LC, conducted a purely descrip-
tive study based on focus groups, observations, and a survey
tool in which seven concerns emerged as particularly diffi-
cult to deal with, one of which was disrespect.4 The study
documented that most nurses and other health care provid-
ers had experienced some degree of condescending, insult-
ing, or rude behavior, and a third had encountered verbal
abuse. The study provided an example that will resonate
with most of us:
A group of physicians went right into the patient’s room
without gowns or masks or gloves. This was a patient who
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because that cardiac surgeon has a reputation. He belittles
nurses by saying things like, “Do they have any nurses on
this unit who aren’t stupid?” If you question him, he starts
yelling, and it turns into a war. (Nurse)
Another example of disruptive behavior recently oc-
curred at a well-known academic medical center. A general
surgeon, given to intermittent outbursts of anger based on
his frustration with the operating room schedule, added a
patient to the list late in the day. With the unexpected
arrival of a fresh cadaveric kidney, a renal transplant
bumped his case. He became agitated and verbally abusive;
harassing the nurses in an effort to move his patient into a
room at the same time they were rightfully prioritizing their
efforts to get the transplant underway. The circulating
nurse became so distracted that she neglected to notice that
the instrument tray for the back table had not been steril-
ized. She became aware of her oversight as the donated
kidney was being prepared with the unsterilized instru-
ments, but fortunately before the recipient’s incision. The
result: the anticipated recipient was disappointed and a
valuable kidney was lost.
A surgeon with a reputation for disruptive behavior in
the operating room regularly intimidated anesthesiologists,
nurses, and residents. Yet he had some degree of self-
awareness and at least recognized his disruptive behavior.
After an outburst, he characteristically apologized profusely
to all, only to act out again 20 to 30 minutes later. One
morning, a relatively new anesthesiologist was assigned to
his operating room in which the first patient required
excision of a pheochromocytoma. After the tumor had
been removed, the surgeon slipped into his disruptive
pattern and verbally abused the anesthesiologist so aggres-
sively that in her distraction, she neglected to turn off the
nitroprusside drip. The patient died.
Lest I leave you with the notion so frequently promul-
gated that surgeons are always the culprits and are sub-
jected to singular persecution, another example might be
the prominent and extremely competent medical subspe-
cialist who became so predictably abusive to attendings
in the emergency department and to the residents on the
floor they stopped calling him when his patients were
admitted to the hospital. This pattern merely escalated
the hostility of the environment to the detriment of both
patient and care team. This disruptive specialist had been
following a patient for years with an arrhythmia known by
him to respond to a specific, but unusual intervention.
Because he was not consulted initially, the first-line stan-
dard intervention proved ineffective, resulting in an unnec-
essary transfer to the intensive care unit for 48 hours of
high-risk resource-intensive care.
The notion of disrespectful, disruptive behavior cannot
represent a new concept for any of us. Your parents un-
doubtedly schooled you in the principle that “if you hit
your brother you can expect him to hit you back,” or if you
were ill informed, you soon discovered the general principle
on your own! In fact, the Golden Rule, or the ethic ofreciprocity, is embedded in most cultures through religious
scripture (Table I).5,6
In addition, we have statutory obligations under Title
VII of the Civil Rights Act of 1964 and our state labor laws.
For instance, the General Laws of Massachusetts (Part 1
Administration of the Government: Title XXI Chapter
151B) renders unlawful discrimination because of race,
color, religious creed, national origin, ancestry, or sex. And
there is no shortage of codes of conduct: in my case,
Brigham and Women’s Hospital, Partners HealthCare Sys-
tem, Harvard Medical School, American Medical Associa-
tion (AMA), American College of Surgeons, Association of
American Medical Colleges, Joint Commission for Accred-
itation of Healthcare Organizations, and theMassachusetts
Bureau of Registration in Medicine.
Yet despite these duly codified expectations for profes-
sional behavior as articulated by caring parents, religious
tenets, and institutional policies, inappropriate unprofes-
sional behavior remains a challenge for all of us in ensuring
the safe conduct of patient care. Despite these proclama-
tions, we seem not only to tolerate disrespectful abusive
behavior, but also actually reward it in the cases of high-
revenue rainmakers or some of our more senior staff.
We are certainly not alone in having to deal with
disruptive, abusive, or unprofessional behavior. Wall Street,
the United States Air Force (USAF) Academy, and corpo-
rate America, represented by Toyota, Wal-Mart and Cater-
pillar among others, have all encountered claims of discrim-
ination and harassment filed with the Equal Employment
Opportunity Commission (EEOC). As surrogates for abu-
sive behavior, claims of discrimination or harassment are
often invoked as the final legal recourse for the abused
individual. The common denominators beyond the actual
abusive behaviors lie in the employer’s failure to deal with
these incidents in a timely and transparent fashion or the
resultant retaliatory component, or both. In July 2004, The
Washington Post reported:
The U.S. Equal Employment Opportunity Commission
Table I. The Golden Rule as expressed in representative
religions
American Indian The Great Law of Peace
Brahmanism Mahabharata, 5:1517
Judaism Talmud, Shabbat 31a and Tobit 4:15
Judaism/Christianity Bible, Leviticus 19:18
Christianity Bible, Matthew 7:12 and Luke 6:31
Islam Imam “Al-Nawawi’s Forty Hadiths”;
Number 13
Jainism Sutrakritanga 1.11.33 and
Acarangasutra 101-2
Confucianism Mencius VII.A.4 and Analects 15:23
Hinduism Mahabharata, Anusasana Parva
113.8
Buddhism Sutta Nipata 705 and Udanavarga
5:18
African Traditional Yoruba Proverb (Nigeria)
Taoism Tao Teh Ching, Chapter 49(EEOC) and Morgan Stanley today announced a $54
k env
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Title VII of the 1964 Civil Rights Act filed on behalf of a
class of female officers and women eligible for officer
promotion in the firm’s Institutional Equity Division. As
part of the settlement, at least $2 million will be provided
for diversity programs designed to enhance the compen-
sation and promotional opportunities for female employ-
ees within Morgan Stanley.7
An article in The New York Times in 2003 referenced a
12% incidence of rape or attempted rape among women
graduates from the USAF Academy,8 and speaking to 4100
cadets in August 2004, Commandant Brigadier General
John Weida stated:
And ladies and gentleman, if you think we don’t have a
sexual assault or sexual harassment problem at the Air
Force Academy, your head is in the sand. Pull it out right
now. If you’re over here thinking this problem has been
blown out of proportion by the media, you are wrong.
You are wrong.9
My own institution has not been spared. During the past
5 years, numerous internal complaints from employees and
professional staff have resulted in 26 claims alleging harass-
ment and discrimination filed with the Massachusetts Com-
mission Against Discrimination (MCAD) or the EEOC.
Three of these claimswere filed against specific physicians, and
it is worth bearing in mind there is no insurance policy that
indemnifies you against court-ordered settlements.
Why the heightened emphasis on professionalism? The
answer partly relates to an increased awareness that disrup-
tive behavior may well serve as a surrogate for true impair-
ment from substance abuse or mental illness. At the very
least, abusive behavior has detrimental consequences be-
yond mere annoyance and the potential for litigation, con-
sequences that impact patient safety. Another component
Fig. Massachusetts Medical Society Physician Practice
percentage of physicians who are satisfied with their worof the answer may be an increased incidence of inappropri-ate conduct resulting from the staggering pace at which we
are expected to administer safe, yet cost-effective care.
ImagineHarvey Cushing whowas able to call the operating
room to inform them he had finished his tea and was ready
to have his patient taken into the operating room!
Our current environment requires us to cope with:
● an increased volume of patients;
● higher acuity as evidenced by both the case mix index
and Charlson Index;
● constant pressure to reduce length of stay to generate
virtual capacity with which to accommodate that
volume;
● stresses imposed by emerging technology;
● increased burden of documentation, adapting to elec-
tronic systems;
● reduced reimbursement;
● higher rates for liability protection . . ..
No wonder fuses grow ever shorter.
Physician dissatisfaction is clearly reflected in the Phy-
sician Practice Environment Index provided annually by
the Massachusetts Medical Society (Fig).10 This index rep-
resents an analysis of nine indicators consisting of (1)
applications to medical schools, (2) number of physicians
aged 55 years, (3) median physician income, (4) ratio of
median housing prices to median income, (5) mean num-
ber of hours spent on patient care activities, (6) physician
cost of doing business, (7) number of visits per emergency
department, (8) change in malpractice rates, and (9) num-
ber of advertisements for physician employment in theNew
England Journal of Medicine. The index portrays a gloomy
trend.
In 1999, the ACGME endorsed general competencies
for residencies and embarked on the Outcome Project.11
ironment Index demonstrates a steady decline in the
ironment.EnvProfessionalism is one of the six specific core competencies:
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out professional responsibilities, adherence to ethical
principles, and sensitivity to a diverse population. Resi-
dents are expected to:
● Demonstrate respect, compassion and integrity; a responsive-
ness to the needs of patients and society that supersedes
self-interest; accountability to patients, society, and the pro-
fession; and a commitment to excellence and on-going pro-
fessional development.
● Demonstrate a commitment to ethical principals pertaining to
provision or withholding of clinical care, confidentiality of
patient information, informed consent, business practices.
● Demonstrate sensitivity and responsiveness to patient’s cul-
ture, age, gender and disabilities.
I suppose we ought to understand the strict definition
of the term as defined in Merriam-Webster’s Dictionary12:
Main entry: pro·fes·sion·al·ism
1: the conduct, aims, or qualities that characterize
or mark a profession or a professional person.
Main entry: pro·fes·sion·al
1 a: of, relating to, or characteristic of a profession b:
engaged in one of the learned professions c(1): charac-
terized by or conforming to the technical or ethical
standards of a profession (2): exhibiting a courteous,
conscientious, and generally businesslike manner in
the workplace.
We can all recognize the characteristics of professional
integrity, which have been nicely summarized from a prac-
tical point of view by Dr Louis Sanchez, director of Physi-
cian Health Services at the Massachusetts Medical Society
(Table II).13
Edmund D. Pellegrino, MD, former director of the
Center for the Advanced Study of Ethics and founder of the
Center for Clinical Bioethics at Georgetown University, is
professor emeritus of medicine and medical ethics, a senior
research scholar of the Kennedy Institute of Ethics, and
adjunct professor of philosophy at Georgetown. His defi-
nition of profession is, “The voluntary self-imposition of
higher than ordinary standards.”14
For residents to develop this core competency, we as
their mentors must lead by example. As David Leach stated
Table II. Characteristics of professional behavior
● Competent
● Available
● Punctual
● Good listener
● Respectful
● Communicative
● Empathetic
● Reassuring
● Personally responsible
● Well; illnesses and problems addressed
● Copes with stress
● Self-aware
● Able to get along with othersat the AMA Ethics Forum 6 years ago, “Whether con-sciously or not, the conduct of attending physicians influ-
ences how residents act and behave with colleagues and
their patients . . . Unprofessional behavior is . . . conta-
gious.”15 And in a similar vein, Tom Russell wrote in June’s
issue of the Bulletin of the ACS, “We must always be aware
of the impact our comments and demeanor might have on
those who are just starting on the path to a career in
surgery.”16
And I suspect we have all known colleagues, mentors,
and residents who have exemplified the most egregious
behavior, especially in the operating room. As I attend
symposia and conferences of a very different nature now,
and given most CMOs are internists, it seems surgeons are
those most frequently cited as behavior problems, acting
out inappropriately but getting away with it. Something
there is that loves the high-revenue rainmaker, so that not
only do we tolerate bad behavior, we are held hostage by it
and often unwittingly reward it! I for one am not at all
proud of this legacy, and I urge you to join in an effort to
reward the professional!
In 2005, we embarked on an institution-wide initiative
to educate our staff about professionalism and to establish a
standard set of expectations for which we could be held
accountable. This initial effort in addressing disruptive
behavior—adopting standards—represents a first step in a
continuum as nicely outlined by Lucian Leape in describing
four phases to the process of establishing a model system to
effectively deal with both impaired and disruptive physi-
cians.17 The remaining three steps include the require-
ments for compliance, monitoring performance, and re-
sponding to deficiencies.
This initiative required senior management to become
fully engaged in developing and implementing educational
and workplace professionalism programs. We partnered
with consultants from Employment Learning Initiatives
and structured a program that initially educated 30 trainers,
each of whom readily volunteered from all academic de-
partments and key administrative areas. These trainers, in
turn, conduct 2-hour sessions. At present, after 16 months,
they have trained 1938 members (57%) of our full-time
medical staff. The response has been reassuringly positive,
even from those initially skeptical, having been cajoled
kicking and screaming to the training session.
We also created the role of the professionalism officer
within each academic department selected by the chair
from volunteers. They are required to exemplify profes-
sional behavior and create an environment conducive to
staff bringing forth any concerns. Their responsibilities
include documenting the facts and facilitating appropriate
referral to their own department chair, the CMO, legal
counsel, human resources, or appropriate counseling. Spe-
cifically excluded are conducting investigations, interview-
ing the instigator or witnesses, meeting with the instiga-
tor’s supervisor, or volunteering legal advice.
The program has been in place for just over a year, so its
impact remains unclear. What is perceptible, however, is an
enhanced awareness of the consequences of inappropriate
behavior and a definite increase in the number of incidents
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offices of patient safety and risk management. There is also
an appreciation that any resultant liability is personal and
therefore not covered under institutional or malpractice
policies.
The metrics of success are not necessarily quantifiable,
although the number of pertinent complaints and reports
to the Massachusetts Commission Against Discrimination,
the Bureau of Registration in Medicine and Physician
Health Services serve as appropriate surrogates. In addi-
tion, by our own analysis at Brigham and Women’s Hospi-
tal as well as others, it has become apparent that the number
of patient complaints received correlates with interpersonal
problems and vulnerability to malpractice litigation.18
What is clear is the need to address and resolve work-
place issues before they disrupt the hospital environment or
escalate to litigation. Physicians must set an example for
others in the institution by behaving professionally and
respectfully towards all members of the health care team,
acting in concert with institutional policies and statutory
obligations, and by taking action when it comes to our
attention that others have not done so.
We are physicians, teachers, and surgeons. Let’s not
lose sight of our obligations as representatives of the high-
est of profession.
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